A previously healthy 41-year-old woman was admitted to our hospital with a 5-day history of anorexia and progressive lethargy. Laboratory findings showed hypercalcemia and renal failure. Serum calcium, phosphate and creatinine were 17.2 mg/dL (normal range 9.0-11.0 mg/dL), 10.4 mg/dL (normal range 6.0-9.0 mg/dL) and 3.8 mg/dL, respectively. Initial chest radiography and computed tomography showed mild infiltration in her bilateral peripheral lung fields ([Picture 1A and B](#g001){ref-type="fig"}). Treatment with saline solution (total infusion 3,000 mL), calcitonin, pamidronate and hemodialysis was performed to treat the hypercalcemia, but she developed respiratory failure and died 24 h after admission. Chest radiography performed the following day showed prominent bilateral pulmonary infiltration ([Picture 1C](#g001){ref-type="fig"}). After her death, we found that her parathyroid hormone (PTH) was extremely high \[intact PTH: 4,395 pg/mL (normal range 10-60 pg/mL)\]. An autopsy confirmed a single 2.5×1.3 cm nodule located on the left side below the thyroid gland ([Picture 2A](#g002){ref-type="fig"}). A histopathological examination confirmed chief cell adenoma ([Picture 2B](#g002){ref-type="fig"}; hematoxylin and eosin). Extensive calcium deposits were found in many organs, notably in the alveolar epithelium ([Picture 3](#g003){ref-type="fig"}; von Kossa) and renal tubules ([Picture 4](#g004){ref-type="fig"}; von Kossa). Urolithiasis was not found. We concluded that our patient had developed a hypercalcemic crisis due to primary hyperparathyroidism, and the deleterious effects of calcium precipitation contributed to the rapid onset of irreversible multi-organ failure ([@B1],[@B2]).
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